Introduction
Sternoclavicular septic arthritis is a rare infection that has been described in healthy adults and immunocompromised individuals. It accounts for 1% to 9% of septic arthritis. 1, 2 Before the antibiotic era, the most common pathogenic species were within the genus Fusobacterium, described in 1936 by Lemierre as necrobacilliosis or postanginal septicemia, which affected otherwise healthy adults. 3, 4 In the postantibiotic era, anaerobic organisms have been rarely reported. 5 Instead, the isolated organisms are frequently related to bacteremic complications of intravenous access devices or intravenous drug abusers.
We report a case of sternoclavicular joint (SCJ) infection, thought to be secondary to Fusobacterium, from a necrotic oral cavity infection or Pseudomonas aeruginosa catheter-associated bacteremia.
Case Report
A 54-year-old man was admitted to the hospital due to left sternoclavicular area pain and swelling that had progressively worsened over two weeks. NonHodgkin's lymphoma was diagnosed three months prior to admission. He underwent chemotherapy and an allogeneic bone marrow transplant. This was complicated by severe graft-vs -host disease (GVHD), renal insufficiency, and lower-extremity deep venous thrombosis that required maintenance on coumadin therapy. He also continued immunosuppressive therapy with 20 mg of oral prednisone daily and 200 mg of cyclosporin twice a day. A left subclavian central venous catheter had been removed six weeks prior to admission.
Examination revealed a chronically ill man in no acute distress. His temperature was 102°F, and he had mild tachycardia. A nontender, slightly prominent soft-tissue swelling was noted over the left SCJ, with mild erythema but without limitation of range of shoulder motion. The white blood cell count was 7,380/mm 3 with a normal differential and an erythrocyte sedimentation rate of 21. After cultures were obtained, 1 g of intravenous vancomycin every 12 hours and 2 g of ceftazidime every 8 hours were prescribed. A chest radiograph was unremarkable, and a computed tomogram showed soft-tissue thickening at the left clavicular head and SCJ (Fig 1) . A four-phase bone scan showed increased uptake at the SCJ (Fig 2) .
The SCJ was not aspirated because of lack of sufficient fluid. Blood cultures remained negative during this admission. However, several weeks prior to presentation, peripheral blood cultures grew P. aeruginosa. The patient's fever defervesced with the antibiotic treatment, and his SCJ infection clinically improved.
Discussion
The most likely source of this septic arthritis was thought to be Pseudomonas spp. from his prior central venous catheter or an anaerobic organism such as Fusobacterium from his recurrent oral ulcerations. Unfortunately, this could not be confirmed since a sternal aspiration or bone biopsy culture was not obtained. One year later, the patient has had no recurrence of the SCJ infection, despite recurrent anaerobic stomatitis, GVHD, and cytomegalovirus pneumonia.
Septic arthritis of the SCJ is a rare condition that can occur in healthy adults and in individuals with several predisposing conditions (Table 1) . 6, 7 Our patient had several risk factors: immunosuppression from prednisone and cyclosporin use, prior chemotherapy treatment for non-Hodgkin's lymphoma, central venous catheter access, and renal insufficiency.
Prior to the antibiotic era, Bacteroides spp. and Fusobacterium spp. were the most common isolated organisms in sternoclavicular joint septic arthritis (SCJSA). SCJSA usually presented with an acute febrile illness in individuals without any obvious underlying illness. It usually followed postanginal septicemia or necrobacillosis. 3, 5, 8 In the postantibiotic era, various other organisms have been isolated (Table 2) . 5, 6, 9, 10 In our patient, the likely sources of infection were the oral ulcerations most likely due to anaerobic organisms or P. aeruginosa isolated from his blood.
With nongonococcal septic arthritis, the SCJ is a common site for hematogenous dissemination because the subclavian vein lies just behind the SCJ. Organisms have to traverse only the vein wall to reach the SCJ. Seeding of the SCJ can readily occur if a central venous catheter or intravenous drug injection into the jugular vein produces a high concentration of bacteria in the subclavian vein.
Clinical diagnosis requires a high index of suspicion since symptoms in the region of the SCJ can be confused with various rheumatic disorders, osteoarthrosis, 
